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[bookmark: __RefHeading___Toc654_3058364704][bookmark: _Toc235391186]Task 1: Social Epidemiological Analysis
Ethnicity and Health Inequalities among South Asian Communities in the United Kingdom
[bookmark: __RefHeading___Toc656_3058364704][bookmark: _Toc235391187]Introduction
Health inequalities are systematic, avoidable and unfair differences in health and in access to the conditions needed for good health (Office for Health Improvement and Disparities, 2022). South Asian communities in this case are communities of Indian, Pakistani, Bangladeshi, Sri Lankan, Nepali and other similar descent residing in the United Kingdom (UK). This generalized group may obscure significant distinctions in migration history, religion, language, income, sex, age and location (Office for National Statistics, 2022a; Bhopal, 2014). Ethnicity is not in itself a source of risk. Health outcomes are the products of biological vulnerability in combination with deprivation and racism along with housing and employment and service responsiveness (Marmot et al., 2020).
[bookmark: _Toc235391188]Contextual Background and Underlying Factors
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Figure 1: Main determinants of health model (adapted from Dahlgren and Whitehead, 1991).

Figure 1 uses the Dahlgren and Whitehead model. It demonstrates the interaction of individual, social, material and structural conditions, which redirects interest away through culture or behaviour towards housing, employment, community networks and access to healthcare (Dahlgren and Whitehead, 1991).
[bookmark: __RefHeading___Toc660_3058364704][bookmark: _Toc235391189]Higher Rates and Earlier Onset of Type 2 Diabetes
Type 2 diabetes is a major health inequality in the UK. General-practice data showed that, Bangladeshi women had about four times the adjusted diabetes risk and Bangladeshi men had more than four times the risk comparing with White adults; Pakistani and Indian groups also had higher risk (Hippisley-Cox et al., 2009). More recent evidence shows that South Asian adults reach the diabetes risk associated with a body mass index (BMI) of 30 kg/m2 in White adults at a BMI of about 24 kg/m2 (Caleyachetty et al., 2021). Biology only does not offer an explanation of these differences. There is also the impact of poverty, shift work, local food environments and delays in access to care on the risk of diabetes (Marmot et al., 2020). Previous screening and ethnically appropriate BMI levels are thus paramount (National Institute for Health and Care Excellence, 2012). Local programmes that are affordable and based on families can also be more equal to the generic lifestyle advice (Grace et al., 2008).
[bookmark: __RefHeading___Toc662_3058364704][bookmark: _Toc235391190]Higher Cardiovascular Disease Incidence and Mortality
The population of South Asia has a higher risk of cardiovascular, but the trends differ among subgroups and results. Linked data from the Office for National Statistics (ONS) found the highest ischaemic heart disease mortality among Bangladeshi, Pakistani and Indian groups, and the highest cerebrovascular mortality among Bangladeshis (Office for National Statistics, 2021). Another study involving cohorts at a later time demonstrated a risk of cardiovascular disease showed to be high in South Asian compared to White European adults (Razieh et al., 2022). Diabetes, hypertension and central adiposity are contributory factors, but it is enhanced by lack of deprivation and delay of preventive care. Clinical prevention should therefore be combined with structural action and subgroup monitoring.
[bookmark: __RefHeading___Toc664_3058364704][bookmark: _Toc235391191]Mental Illness and Unequal Access to Psychological Care
The most evident disparity is access to the care and not a consistently higher prevalence of mental illness. Age-standardised survey data found symptoms of anxiety and depression, classified as common mental disorders, in 17.9% of Asian adults and 17.3% of White British adults (Race Disparity Unit, 2017). Despite similar levels, only 6.5% of Asian adults with a probable common mental disorder, mainly anxiety or depression, used National Health Service (NHS) psychological therapy, compared with 9.7% of White adults (Office for National Statistics, 2022b). Stigma, racism, language barriers, migration stress and narrow notion of distress-based services can slow down the help-seeking process. Nonetheless, the tendency of some reluctance could be hidden in the name of culture to conceal service failure. Professional interpretation, co-designed referral routes, outreach via trust are required (Sharland et al., 2023).
[bookmark: __RefHeading___Toc666_3058364704][bookmark: _Toc235391192]Poverty, Employment and Material Deprivation
Most health risks are influenced by material disadvantage. Relatively low income after housing expenditure was found in 53% of households in Bangladeshi and 47% of households in Pakistani households and 18% in White British households in the three years to 2023/24 (Department for Work and Pensions, 2025). Work that is insecure, low-income limits healthy food, transport, time and recreation and appointments, and may lead to greater stress and demotivation to attend. Behaviour programmes can increase inequalities whereby it favours better-resourced groups. Underlying causes are addressed with welfare advice in primary care, secure work and flexible appointments and subsidised local activity.
[bookmark: __RefHeading___Toc668_3058364704][bookmark: _Toc235391193]Housing and Neighbourhood Inequality
Housing is a social determinant, as well as a health risk. In the three years to March 2023, 18 per cent of households in Bangladesh were overcrowded in England compared to 2% of White British households and 3% households overall (Ministry of Housing, Communities and Local Government, 2025). Both overcrowding may disrupt sleep patterns, amplify exposure to infection, exacerbate stress and complicate self-management of chronic-diseases. The concept of multigenerational living on its own should not be considered as detrimental since it could offer help. Inequality comes with lack of choice, space or safe environment to the families. More sustainable solutions include affordable larger property, proper development, and investment in green, walkable neighbourhoods.
[bookmark: __RefHeading___Toc670_3058364704][bookmark: _Toc235391194]Racism, Language and Unequal Healthcare Access
Racism may influence work, neighbourhood factors, trust and clinical experiences. Census 2021 found that, among residents whose main language was not English or Welsh, 17.1% could not speak English well and 3.1% could not speak it at all (Office for National Statistics, 2022c). These national statistics do not single out South Asian communities but it is an indication of why poorly interpreted and digital-only systems present danger. Stereotyping may also cause symptoms or social problems to be attributed to culture. It requires professional interpreters, non-digital booking, anti-racist training and full and disaggregated ethnicity information. Institutional accountability should not be relegated by community navigators, who can help (NHS England, 2024c).
[bookmark: __RefHeading___Toc672_3058364704][bookmark: _Toc235391195]National Responses to Reduce Health Inequalities
Particularly two national responses are applicable. First, Core20PLUS5 is the NHS England framework for reducing healthcare inequalities. "Core20" means the most deprived 20% of the population, "PLUS" covers locally identified groups such as ethnic minority communities, and "5" identifies five priority areas: maternity, severe mental illness, chronic respiratory disease, early cancer diagnosis and hypertension case-finding (NHS England, 2024b). Its strength lies in the fact that it has appreciated that ethnicity is where deprivation overlaps, yet that there is still local difference in data and capacity yielding uneven execution. Second, the National Institute on Health and Care Excellence (NICE) (which was published in 2012) and the Healthier You NHS Diabetes Prevention Programme (launched in 2024a) recommend earlier South Asian adult risk assessment. We see significant risk decreases in programme completers, whereas referral, attendance and retention are socially patterned (Whelan and Bell, 2022). Policy must thus be culturally responsive, non-digital, publicly accessible subgroup results.
[bookmark: __RefHeading___Toc674_3058364704][bookmark: _Toc235391196]Organisation Supporting South Asian Communities
The South Asian Health Foundation is a UK charity improving health in South Asian communities. It aims to enhance both quality and access to healthcare, research, and advice decision-makers and disseminate good practice (South Asian Health Foundation, n.d.). It promotes community-level education, professional learning and evidence-based practice in diabetes, cardiovascular disease, mental health and other disparities. Its reports render the use of specialist evidence into valuable recommendations (South Asian Health Foundation, 2024). Nevertheless, the charity activity requires funding and collaborations and cannot be substituted with statutory obligations. 
[bookmark: __RefHeading___Toc676_3058364704][bookmark: _Toc235391197]Conclusion
South Asian healthcare disparities are indicative of disproportionate risk of disease, living conditions, and access to responsive care. Co Comorbidities Diabetes and cardiovascular disease are associated with mental-health treatment gaps, whereas poverty, housing and racism influence predisposition throughout the life course. Sufficient action should be a balanced mix of clinical prevention and income, housing and anti-racist action.


[bookmark: __RefHeading___Toc678_3058364704][bookmark: _Toc235391198]Task 2: Epidemiological Analysis
Type 2 Diabetes among Bangladeshi Adults in the London Borough of Tower Hamlets
[bookmark: __RefHeading___Toc680_3058364704][bookmark: _Toc235391199]Introduction
Type 2 diabetes is a chronic metabolism disorder whereby, insulin resistance, and dysfunctional pancreatic beta-cells result in sustained hyperglycaemia. It can lead to cardiovascular disease, kidney failure, neuropathy, visual loss and amputation. In 2022, there were nearly 830 million patients with diabetes worldwide: over 95% were of type 2 (World Health Organization, 2024). The UK showed the number of 4.6 million people with diagnosed diabetes in 2025 and the number of one and a half million people with undiagnosed type 2 diabetes (Diabetes UK, 2025). Tower Hamlets will be a suitable local-level unit since it has an established authority and health-system boundary, a Census 2021 population of 310306, and the largest proportion of Bangladeshi residents in England and Wales at 34.6% (Office for National Statistics, 2023). The cumulative risk of diagnosed with diabetes is three times higher among Bangladeshi residents aged 70 than it is among White residents (Tower Hamlets Council, 2025). The burden has an impact on work, family care and household income.
[bookmark: __RefHeading___Toc682_3058364704][bookmark: _Toc235391200]Public Health Measures in the Defined Population
Prevention
Prevention must be a combination of population and high-risk strategies. Risk assessment and glycated haemoglobin (HbA1c) testing should be validated and offered in practices, pharmacies and workplaces and community venues and then those referred to the NHS Diabetes Prevention Programme. NICE recommends risk assessment since age 25 in South Asian adults and blood testing since age 25 when body mass index is greater than 23 kg/m2 since the risks are developing earlier and at low body mass index (National Institute for Health and Care Excellence, 2012). The Vital 5 approach presented by Tower Hamlets is already characterized with community checks, activity and pathway improvement as led by residents which gives an opportunity to be detected earlier (Tower Hamlets Council, 2025). The universal invitations cannot be sufficient as digital exclusion, shift work and mistrust decrease uptake. 
Protection and Treatment
In the case of a non-communicable disease, protection refers to the prevention of unnecessary damage once diagnosed. It incorporates effective drugs and medicines, personalised glycaemic and cardiovascular risk and management, eye screening, kidney testing, leg check-ups, vaccination and cautious guidance during fasting. The recent NICE recommendations focus on education, person-centred medicines and preventative systematic complications in the long-term (National Institute for Health and Care Excellence, 2026). Missing care processes should be flagged by a recall system, initiating a rapid referral and identify primary, community and hospital services. 
Health Promotion
Health promotions must create capacity, without focusing on people who make structurally bound decisions. This can be enhanced with co-designed communication in Bengali or Sylheti, familiar examples of food, family engagement, low-cost education and activities that are by their request reserved exclusively by women since the British Bangladeshi residents note that practical, linguistic, and social barriers hamper the prevention process (Grace et al., 2008). This evidence reveals a variety of religious opinions. Trust can be established by the community organisations, the mosques and resident leaders though the clinical responsibility is to be maintained by the trained services (NHS England, 2023).
[bookmark: __RefHeading___Toc684_3058364704][bookmark: _Toc235391201]Key Determinants and Risk Factors
Figure 1 illustrates that risk occurs through interacting pathways of biological, behavioural and structures. There are risk factors, such as family history, central adiposity, hypertension, ageing and past gestational diabetes which predispose to DM, and equal risk of diabetes with low BMI is observed among South Asians (Caleyachetty et al., 2021). Diet and inactivity are important factors though traditional food is not a sufficient bit of explanation. Poverty, insecure work, food insecurity, overcrowding and unsafe neighbourhoods restrict healthy choices (Marmot et al., 2020). Testing and treatment might be slowed down by language barriers and poor continuity (NHS England, 2024c). Prevention can also be facilitated by the family networks and community institutions. Ethnicity is then to be regarded as a marker that is associated with a number of causal pathways, but not a biological cause.
[bookmark: __RefHeading___Toc686_3058364704][bookmark: _Toc235391202]Epidemiological Studies and Health Needs Assessment
A health needs assessment should combine epidemiological, service and community evidence. The gap between NICE standards and recorded care is called normative need; the gap between NICE standards and London or England is called comparative need; the gap between NICE standards and service use is called expressed need; and resident accounts show need (Bradshaw, 1972). Diagnosed prevalence, new diagnosis, HbA1c control and complications by age, sex, deprivation and specific ethnicity should be reported in practice data. The community testing can be used to estimate the hidden risk and interviews clarify the barriers which will be missed through registers. A trial involving Tower Hamlets concluded that a programme led by the lay-people enhanced the self-efficacy in Bangladeshi patients even though attendance and health benefits were only slight (Griffiths et al., 2005). This contrast shows that acceptability does not guarantee clinical effectiveness. 
[bookmark: __RefHeading___Toc688_3058364704][bookmark: _Toc235391203]Surveillance and Monitoring
Monitoring must be passive, active, sentinel and periodic. General-practice registers and count data of Quality and Outcomes Framework can deal with repeated denominators, and the National Diabetes Audit is able to assess care processes, treatment targets, complications and outcomes based on demographic traits (NHS England, 2025; NHS England, 2026). Where governance is feasible, information ought to connect hospital admission, retinal scan, renal outcomes, amputations and death. The undiagnosed disease can be estimated through community case-finding and the selected pharmacies can provide sentinel information. Networks of East London practices had earlier enhanced care-plan documentation, eye-check-ups and consolidated management of risk factors, demonstrating the worth of shared dashboards (Hull et al., 2014). Registers however, represent the diagnosed but not the true prevalence. Lack of ethnicity, coding variations, delays in mobility, and reporting can bias trends. Reports must provide age-standardised rates, confidence intervals, data completeness and sensitivity analyses.
[bookmark: __RefHeading___Toc690_3058364704][bookmark: _Toc235391205]Proposed Intervention: Tower Hamlets Bangla Diabetes Equity Programme
The two year Tower Hamlets Bangali Diabetes Equity Programme ought to entail both focused case-finding and culturally sensitive prevention and management. Bangladeshi adults aged 25 or over without diagnosed diabetes would be offered a risk score and HbA1c test through practices, pharmacies, workplaces and pop-up sessions. Adults with non-diabetic hyperglycaemia would receive a 12-month programme led by bilingual community health workers, dietitians and nurses. It would involve familiar-food exhibits, cheap shopping, walking, family goal-setting and ladies-only activity where possible. Home-linked support and telephone assistance would decrease inactivation based on disability, caring or shift work. Individuals who have diagnosed diabetes with poor control would be provided with medication review and fast retina, renal and foot-care referral. Recruitment, materials and complaints would be co-governed by the representatives of the community. Long-term lifestyle intervention demonstrates that diabetes delay due to intensive intervention is possible although local equity concerns people lost to generic programmes (Knowler et al., 2002; Tuomilehto et al., 2001).
[bookmark: __RefHeading___Toc692_3058364704][bookmark: _Toc235391206]Evaluation of the Intervention
A more pragmatic stepped-wedge cluster assessment of practice networks would tier implementation as all clusters ultimately receive the programme (Hemming et al., 2015). The Reach, Effectiveness, Adoption, Implementation and Maintenance (RE-AIM) framework would assess impact (Glasgow, Vogt and Boles, 1999). Process measures would include invitations, screening, enrolment, attendance, completion, referral time, training and language by sex, age, deprivation and language. Outcomes at baseline, 6, 12 and 24 months would include HbA1c, weight, waist circumference, blood pressure, activity, diet, quality of life, new diagnoses, care-process completion and emergency admissions. Interviews with acceptability, dropouts and staff would discuss acceptability and unintended effects. Economic evaluation should report programme cost, cost per case delayed and cost per quality-adjusted life year. Better averages and a smaller inequality gap are needed to succeed.
[bookmark: __RefHeading___Toc694_3058364704][bookmark: _Toc235391207]Strengths and Weaknesses of the Epidemiological Approach
The strategy follows a specific population, repetition in data, and subgroup analysis as well as a route between surveillance and intervention. Implementation is supported by practice networks and risk; care and outcomes are linked by data. Nonetheless, you cannot use observational associations to demonstrate that ethnicity is a cause of diabetes since age, history of migration and contact with healthcare can confound comparisons. Underdiagnosis may lead to a seemingly low prevalence rate, and a more vigorous screening can cause incidence to be overstated in the meantime. Participants can be more motivated than in non-participants, self-reported behaviour can be prone to recall and social-desirability bias, and stepped-wedge analysis is susceptible to secular change and contamination (Hemming et al., 2015).
[bookmark: __RefHeading___Toc696_3058364704][bookmark: _Toc235391208]Conclusion
Earlier diagnosis, prevention of complications and responsive culture of diabetes type 2 among Bangladeshi adults in Tower Hamlets is an area of modification. Full ethnicity data and active case-finding should be encouraged to facilitate earlier identification of risks, effective protection against complications and culturally responsive promotion.
[bookmark: _Toc235391209]
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